THIS is a preliminary communication; investigations are being undertaken with a view to a more definite orientation of fistulous tracks in relation to the various anatomical planies in the perineum and pelvic regions. Stereoscopic X-rays and the exact localization of the position of the external sphincter are of great importance, and work is proceeding along these lines. We hope to have the opportunity of recording our results in the near future.
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Methods of Diagnosis of Fistul1e-in-Ano.
(1) Digital dnd Instrumental.-Pain produced and inaccuracy as to the extent of the lesion are noteworthy. Even at operation, when the tracks are being followed up, it is quite easy to overlook certain branches. (One of the slides to be shown indicates this point.)
If such tracks can be demonstrated before operation by means of lipiodol the advantages are obvious and multiplicity of operations miiay be avoided.
(2) Injecttion of Lipiodol.-(1) Method employed: A glass syringe of 10 c.c. capacity fitted with a screw plunker is used. A cannula is inserted at the external opening of the fistula and gently pushed along the track as far as possible without pain being produced. A bougie is placed in the rectum, the base of which is at the level of the anal orifice. An X-ray photograph is taken before the injection to denote any extraneous shadows. e.g., fteces and gas in the bowel. Lipiodol is then injected slowly, a careful watch being kept for any slight return of the solution alongside the cannula. As soon as oil returns the injection is stopped and a small pledget of cotton-wool is used to block the external opening of the fistula, the cannula being left in situ. Any lipiodol on the skin is removed. An X-ray photograph is then taken with the patient lying prone.
(2) Advantages of the method.-The statement that maniy reputations are lost in the treatment of fistulhe-in-ano is a real one, and any, help in the exact localization and extent of fistulous tracks is of value.
As we hope to demonstrate by means of lantern slides, it is possible to determine the extent and ramifications of a fistula, and thus enable one to be more definite as to surgical procedure (namely, number of operations likely to be necessary and duration of treatment), and also to. be mnore accurate as to prognosis in a given case. At the same time it is possible to select cases suitable for radical treatment, and reject those which are eminently unsuitable.
We have also noticed, even in apparently inoperable cases, that lipiodol possesses some degree of curative action.
The following lantern slides were shown to illustrate several points FIGS. 4 and 5.-These slides illustrate and confirm very clearly the anterior diverticulum of ischio-rectal fossa which is described in books on anatomy. It lies behind the deep layer of the triangular ligament immediately posterior to the symphysis puibis. It is noteworthy that one of these cases (No. 5) was admitted with very few physical signs of perineal inflammation, and the ischio-rectal abscesses, which probably originated in these anterior diverticula, were diagnosed after preliminary exploration with a needle. 1 i1" Anteriorly the fossa is partially limited by the reflection of the fascia of Colles rouind the posterior border of the superficial transverse perineal musele to join the base of the triangular ligament of the urethra. Above this junction there is a forward prolongation of the fossa, called the anterior diverticulum, which extends almost to the symphysis puibis. It lies between the postero-superior layer of the triangular ligament and the inferior sutrface of the anterior part of the levator ani muscle, and its lateral limits are the prostate and pubo-prostatic ligament internally, and the ischio-pubic ramus externally."-Buchanan's " Anatomy." Ju-S 2 * :t
Maingot: Gutmmatous Colitis: Beport of a Case
Mr. ULYSSES WILLIAMS said that he thought the method might be of value in the X-ray treatment of these fistule. It was well known that chronic fistul were sometimes much benefited by suitable doses of X-rays, and if the sinuses were first injected with some material opaque to the rays, secondary radiations would be set up on the primary ray striking it, and these acting on the walls of the sinus niight well prove of more curative value than the primary ray.
Gummatous Colitis: Report of a Case.
By RODNEY MAINGOT, F.R.C.S. THE term " gummatous colitis " is here used to characterize the chief feature of this case, i.e., the passage, per anum, of large quantities of brown " gummy " material.
It is possible too. that the specimen I have shown may be one of those rare cases of diffuse gummatous (syphilitic) colitis so rarely seen, and so infrequently described in medical literature. Lockhart-Mummery, Golob, and others have wisely pointed out that a localized chronic inflammatory lesion of the colon is not necessarily syphilitic because the patient is syphilitic, or because he has a positive Wassermann reaction.
The supposition that the specimen is a localized syphilitic lesion of the colon is supported by these facts:
(1) The patient gave a history of syphilis;
(2) The Wassermann reaction was strongly positive; (3) The microscopic sections of the affected portion of the gut (although not stained to demonstrate the treponema) showed the typical appearances of a tertiary syphilitic lesion. The diagnosis of syphilitic colitis would have been undoubted if the treponema had been found to be present in the sections, and it is to be regretted that no search was made for the organism in this case. Hi8tory.-I first saw the patient some eighteen months ago. She was a woman aged 46, pale and emaciated.
She complained of abdominal pains, loss of weight, and intractable diarrhcea. On examination, the abdomen was slightly distended, and a hard. fixed mass could be palpated on the left side on a level with the umbilicus. The liver was not enlarged and there was no ascites. A rectal examination revealed nothing abnormal; and sigmoidoscopy was negative. A barium enema indicated an organic stricture of the descending colon.
She admitted having contracted syphilis at the age of 28; she had had two miscarriages; and the Wassermann reaction was positive + + + +.
A blood-count showed a secondary anemia with lymphocytosis. In spite of the history of syphilis and the positive Wassermann reaction, I thought I was dealing with a case of removable cancer of the descending -colon; and I arranged that the patient should be admitted to hospital with view to operation. After her admission it was observed that she was having from ten to twenty motions a day. Large quantities of foul " gummy" bloodstained material were passed with each evacuation. The diarrhcea could not be controlled by ordinary medical measures, and a short course of anti-syphilitic treatment was not attended with any immediate success.
Operattion.-The abdomen was opened through a left paramedian incision; the stricture of the descending colon was localized, mobilized, and delivered through the wound.
Resection of the affected portion of the gut was carried out, and axial anastomosis (with cecostomy) performed.
The patient made a good recovery from the operation; but one month later, on the date of her discharge from hospital, pneumonia developed from which she eventually succumbed. Pathological Report. Dr. A. K. Gordon, who kindly cut sections of the tumour and mounted the specimen, reported as follows:-"The specimen consists of 54in. of colon removed by surgical operation and received in 2 per cent. formalin.
